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INTRODUCTION

The Global Advisory Group of the Expanded Programme
on Immunization (EPI) consists of 12 members. All WHO
Regionsare represented, sixmembers being drawn from panels
nominated by the Regional Offices and six members being
selected either “at large” or from regional panels to provide
geographical and technical balance. Representatives of
collaborating agencies and donor sources are invited to Global
Advisory Group Meetings as observers, and their views are
considered in preparing the report.

~The eleventh meeting of the EPI Global Advisory Gmﬁp

took place. from 17-21 October 1988 in Abidjan, Céte d’Ivoire.
The Officers for the meeting were:

Chairman:Professor: L.A. Kaprio (Finland)
Vice-Chairman: | Dr K.B. Banerjee (India)
Rapporteur; Dr D.M. Salisbury (United Kingdom)

Annexes 1-3 contain a list of participants, a list of documents
used during the meeting and the terms of reference of the
Global Advisory Group.

Dr Kaprio called the meeting to order.

Dr P. Masumbuko, WHO Representative in Céte d’Ivoire,
welcomed the participants on behalf of WHO and noted the
honour of hosting the 1988 EPI Global Advisory Group in Cote
d’Ivoire. He stated that the programme in Cote d’Ivoire has
made great strides in spite of the economic difficulties being
felt by the country, This progress has been achieved, in part, by
extensive community support and by mass activities at all
levels. The EPI in Co6te d'Ivoire is a good indicator of the
successes in the other components of Primary Health Care that
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Introduction

(continued)

are, as yet, difficult to measure. Dr Masumbuko noted that the
target dates of 1990 and the year 2000 are but steps towards a
sustained effort to maintain immunization services. Finally,
he assured the meeting that poliomyelitis would be eradicated
from Céte d’'Ivoire by the year 2000.

Dr 8.5. Adotevi, Regional Director of the UNICEF Western
Central African Regional Office, noted that the African countries
are facing an increasing debt and structural adjustment crisis
butin spite of this, immunization coverage has made dramatic
improvements, partly as a result of the African Immunization
Year, increased social mobilization, primary health care activities
and immunization campaigns. In the future, UNICEF'S priorities
would continue to be the improvement of the cold chain,
training and the improvement of supervision. Dr Adotevi
indicated that although some African countries are unlikely to
achieve Universal Immunization by the year 1990, many will.
He named specially Nigeria and Zaire as being countries that
will have a large impact on Regional coverage figures, He
informed the meeting that during the week after the Global
Advisory Group meeting, UNICEF would be holding a meeting
to adapt the EPI strategies of nine countries to improve their
cost efficiency and to meet their 1990 targets.

Dr D. Barakamfitiye, Director, Dise¢ase Prevention and
Control, WHO Regional Office for AFRICA (AFRQO),
represented Dr G.L. Monekosso, Regional Director. He
reaffirmed AFRO’s commitment to the elimination of neonatal
tetanus, the eradication of poliomyelitis and the reduction of
measles in the Region. He anticipated that each of these
targets could be achieved if the organizations involved work
together and if the efforts are concentrated at the district level.

Dr T. Bektimirov, Assistant Director-General, WHO, greeted
the participants on behalf of Dr Hiroshi Nakajima, Director-
General, and, on his behalf, thanked Dr Monekosso and his
staff, in particular Dr Masumbuko and his assistant Mrs Odile
Devenyns for their work in helping to set up the meeting.
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(continued)

Dr Bektimirov noted that 1988 represents a historicyear for
the EP1. The World Health Assembly, in committing WHO!to
the global eradication of poliomyelitis by the year 2000, has set
the programume a challenging goal. Active planning for this
initiative has already taken place. Actions are needed to
further strengthen national planning, to improve immunization
coverage in countries where this remains unsatisfactory, to
upgrade disease surveillance systems and to provide a system
of reference laboratories for the diagnosis of poliomyelitis.
This work will require additional resources, and securing these
represents a major task for the immediate future.

Dr Bektimirov welcomed the members of the Global Advisory
Group as well as the members of the Research and Development
Group, which had convened in the previous week. He also
welcomed the participants representing other United Nations
agencies, bilateral and multilateral development agencies and
non-governmental organizations, extending a special welcome
to UNICEF and Rotary International.

The Honourable Professor Djedje Mady, Minister of Public
Health and Population, Céte d Ivoire asked that Madame H.
Aka Angui, Minister for the Promotion of Women's Affairs
make the keynote address and officially open the meeting,
noting that she is not only a pharmacist, and therefore understands
the complexities of immunization programmes, but also President
of the Association of Women in Céte ¢’ Ivoire and a mother.

Madame Aka Angui took the floor and opened her statement
with “Akwaba!” (Welcome!}. She went on to inform the meeting
that His Excellency Professor Houphouet Boigny, the President
of Cote d’'Ivoire is following the progress of the EPI closely and
that the collaboration between the Ministry of Health and
Ministry of Women's Affairs was an example of what can be
achieved by cooperative effort. The recent immunization
campaign supported by Rotary International had made people
understand the importance of social mobilization and she
hoped that their experience would be an inspiration to other
countries. Madame Aka Angui affirmed herintention to follow
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(continued)

the advice of the Global Advisory Group and to continue the
fight towards eliminating the EPI diseases.

She then formally opened the meeting,
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CONCLUSIONS AND
RECOMMENDATIONS

GLOBAL

OVERALL PROGRAMME STATUS

Immunization services which were virtually nonexistent in
developing countries in 1974 now cover half the children of the
world with a dose of measles vaccine (generally by earlyin their
second year of life) and cover 60% of children reaching théir
first birthday with a third dose of polio or DPT vaccines and
over 60% with BCG vaccine. As a consequence, the EPI now
prevents over 1.9 million deaths from measles, whooping
cough and neonatal tetanus and some 240 000 cases of
poliomyelitis in developing countries each year (see Annex 4),

Yet the daily tragedy of vaccine-preventable death and
disability continues. Each year, nearly three million children
die, over 200 000 are paralysed and some 150,000 are blinded
from these diseases. Immunization levels need to be raised
further, aiming to reach levels of at least 80% for all children
of the world by 1990 and of at least 909 by the year 2000, in the
context of comprehensive maternal and child health services.
This will require continued effort, particularly in improving the
management of immunization services.

Immunization schedules need to be simple, effective and -
epidemiologically appropriate. Screening for the need for
immunization should occur with every contact with the health
services, and all unimmunized women and children should
either be immunized at that contact or referred for immunization.
Screening by hospital staff and other health workers who
provide curative services is especially needed and represents a
step toward more general integration of curative with preventive
Care.
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GLOBAL (continued)

Parents need to be fully informed of the benefits of
immunization, of the importance of returning to receive the
full series of immunizations recommended and of the times
and places for return visits. National and community leaders
need to be involved in the programme, actively promoting its
goals.

Differences between WHO Regions in immunization
coverage levels are now rapidly disappearing, as are the
differences between developing and industrialized countries.
Progress in the management of national immunization pro-
grammes in many developing countries now rivals or surpasses
that in several industrialized countries. An increasing chal-
lenge in both developing and industrialized countries is in
sustaining high levels of immunization coverage, particularly
asthe incidence of the vaccine preventable diseases falls to low
levels.

The success of the EPI must be sustained and used as the
basis for additional achievements for the 1990’s, particularlyin
the area of disease eradication and control. Programme goals
which have already been set include a 90% reduction in
measles incidence and the elimination of neonatal tetanus by
1995 as well as the eradication of poliomyelitis by the year
2000. Other priorities include the introduction of new vac-
cines, the reinforcement of other primary health care interven-
tions and research and development in support of all of the
above,

The attainment of these objectives represents a basic stepping
stone in reaching the goal of health for all by the year 2000. It
will require national commitment as well as increased and
sustained support from the international community, particularly
including the bilateral development agencies. Immunization s
a permanent service of the health care delivery infrastructure
and many developing countries will require continuing sup-
port well into the 21st century.
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GLOBAL (continued) | GLOBAL POLIO ERADICATION

In May 1988, the World Health Assembly adopted resolution
WHA41.28, calling for the global eradication of poliomyelitis
by the year 2000. This resolution emphasized that the goal:of
eradication of poliomyelitis will be pursued in ways which
strengthen the EPI as a whole, fostering the development ‘of
primary health care,

The Plan of Action for Global Poliomyelitis Eradication by
the Year 2000 was endorsed by the Group. The global plan of
action emphasizes the following strategies:

» raising and sustaining immunization coverage as quickly-as
possible with a protective course of polio vaccine and all
other antigens included within national immunization pro-
grammes. Special activities, including immunization days,
should be considered. Particular emphasis should be placed
on endemic areas. Immunization coverage should be raised
to levels of at least 80% of infants by their first birthday and
throughout the age group of 1-4 years. Immunization
coverage should reach or exceed these levels in each “dis-
trict” (a geo-political subdivision within a country which
might range from a population of a few hundred thousand to
a few million);

improving disease surveillance, including at least monthly
reporting, reporting by district, reporting by epidemiologic
classification at least in countries reporting less than 50
cases per year (vaccine associated, imported/wild virus,
indigenous/wild virus, other /unknown), reporting of zero
cases and applying outbreak investigation and control
Mmeasures;

strengthening laboratory capabilities, including training of
laboratory personnel, for the isolation and characterization
of polioviruses, vaccine quality control and viral and serol-
ogical surveillance;
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GLOBAL (continued)

m creating and maintaining public awareness in order to
sustain political and financial commitment to polio
eradication;

providing information/education to parents and other
community members in order to increase immunization
coverage and to improve the detection of cases;

= improving poliomyelitis rehabilitationservices, particularly
through community based programmes; and

» promoting research so as to develop better eradication
strategies, including the development of improved polio
vaccinesor vaccine combinations, Of particular importance
are optimal formulation and improvement in the heat
stability of oral polio vaccine and development of reliable,
rapid diagnostic methods,

It is expected that Regions which have not yet done so will
prepare regional plans in consonance with the global plan and
in close coordination with national programme managers.
Regional plans will be reviewed at the meeting of the Global
Advisory Group next year.

National immunization plans which already provide for the
comprehensive development of immunization services may
not need substantial modification to be in conformity with
global and regional plans. National plans will merit review,
however, to assure that the programme elements which are
essential for eradication, especially those relating to sustain-
ing high levels of immunization coverage, improving surveil-
lance and assuring laboratory support, are fully addressed.

. The Health Assembly noted that the achievement of polio
eradication will depend on the political will of countries and
the investment of adequate human and financial resources in
the programme. Contributions made to the EPI account of the
Voluntary Fund for Health Promotion will need to increase
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GLOBAL (continued)

from their present levels of some US$ 5 million per year to US$
15-20 million to support the polio eradication initiative.

The Assembly also thanked the many partners already
collaborating in the EPI, making special mention of UNICEF
forits overall efforts and Rotary International for its Polio-Plus
initiative.

ELIMINATION OF NEONATAL TETANUS

Given the knowledge of the importance of safe delivery
practices and the availability of effective vaccines, the contin-
ued occurrence of cases of maternal and neonatal tetanus
represents a major failure of public health practice. Efforts
should be made to eliminate neonatal tetanus world-wide by
1995. Each country with cases should develop an action plan for
neonatal tetanus elimination.

Recommended actions include:

= Ensuring that each birth is attended by a trained person and

occurs under safe conditions.

n Ensuring that all women of childbearing age (especially
pregnant women) are adequately immunized against teta-
nus. Unimmunized pregnant women should receive at least
two doses of tetanus toxoid with an interval of at least four
weeks, the second dose at least two weeks before delivery.
To provide immunity which will last at least throughout the
childbearing period, the recommended schedule is a series
of five doses with the first two doses separated by at least -
four weeks, the third separated by at least six months and the
remaining doses separated by at least one year. All doses
received, including those received in childhood, should be
recorded on a permanent immunization card. Strategies for
increasing the tetanus toxoid coverage of women of child-
bearing age include:
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GLOBAL (continued)

» immunizing women who attend health services for the
immunization of their children, and

» immunizing eligible women attending health services for
any reasoi.

= Conduct investigations of neonatal tetanus cases and per-
form studies of missed opportunities for immunization in
order to:

» identify high risk groups, and

= identify strategies for immunizing such groups and for
increasing the proportion of deliveries conducted under
safe conditions with proper cord care.

MEASLES IMMUNIZATION BEFORE
THE AGE OF NINE MONTHS

A number of investigators are currently completing large
studies comparing different strains and potencies of measles
vaccines administered to infants prior to the age of nine
months. Preliminary data from these studies were reviewed
and discussed by the Research and Development Group at its
October 1988 meeting and by the Global Advisory Group.

The results obtained 1o date from this group of studies were
judged very encouraging. They suggest that one or more
vaccines will be identified which will be suitable for routine use
before the age of nine months in infants at high risk of
exposure to measles. However, because the studies are still
incomplete, several key questions cannot be answered
confidently at this time,

It was concluded that these data do not yet warrant a
recommendation to administer routinely any higher-than-
standard potency measles vaccine to infants below nine months.
The higher-than-standard potency Edmonston-Zagreb vaccine
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GLOBAL (continued)

presently being supplied to some countries is included in this
restriction,

Countries should nof change from using the existing sched-
ules and strains of measles vaccines. When the data on safety,
immunogenicity, and efficacy become more complete, as is
expected over the next one to two years, such data will be re-
evaluated to determine if a change in the present recommen-
dations can be supported. |

Operational research should be pursued on the impact of
higher than standard potency measles vaccines in some se-
lected urban areas of known high risk. In addition, clinical and
laboratory studies of different strains at varying doses should
be initiated.

Achieving high coverage with existing vaccines remains the
first priority in all countries.

» The age at immunization should be based on the current
epidemiology of measles. Where disease occurs principally
among older infants and young children, routine immunization
should begin as soon as possible after the age of nine
months, '

» In special populations at particularly high risk of measles
morbidity and mortality before nine months (such as
hospitalized children, those affected by disasters or in refugee
camps) immunization should begin as soon as possible after
the age of six months. All children receiving a standard
potency measles vaccine prior to the age of nine months
should be re-immunized as soon as possible after the age of
nine months, '




page 12

Conclusions and Recommaendations

GLOBAL (continued)

USE OF STERILE SYRINGES AND NEEDLES

In view of the risk of disease transmission, the absolute
priority of assuring that every immunization be administered
with one sterile syringe and needle for each injection is re-
affirmed. This policy also includes the safe disposal of used
syringes and needles. Training, supervision and adequate sup-
plies are required to implement this policy.

SPECIAL ACTIVITIES FOR INCREASING
IMMUNIZATION COVERAGE

Special acceleration activities, both national and sub-national
and including immunization days, play a vital role in many
countries in raising and sustaining immunization coverage to
levels which permit control/eradication of the target diseases.

These activities have awide diversity, varyingin duration, in
geographic focus, in the number of antigens used and in the
extent to which resources outside of the health sector are
mobilized, In general, theyhave beenvery usefulin stimulating
political will, in fostering multisectoral collaboration and in
drawing increased resources to the health sector from the
international community, from non-governmental organizations
and from communities themselves.

In order to contribute to the strengthening of the general
health infrastructure, however, these activities should:

= constitute one element of a medium-term plan (three to five
years) for strengthening immunization services, and

» be tailored to meet specific objectives in terms of target
populations, diseases and environments.

Althoughitis desirable to document the efficiency and cost-
effectiveness of special activities, this represents a challenge.
This is due in part to the different objectives of these endeavors
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GLOBAL (continued)

and to the different mixtures of resources employed, but also
to the difficulty of making estimates of effects which are
expected to extend for several yearsin the future. Nevertheless,
further standardization of the methods and further studies. of
the cost-benefits of special immunization activities are encour-
aged.

THE ROLE OF COLLABORATING ORGANIZA-
TIONS

An increasing number of collaborating agencies, including
United Nations agencies, bilateral development agencies and
non-governmental organizations (NGQ’s) are becoming involved
in support of the EPI. They represent a wide range of interest,
experience and activities, Their involvement has had an
appreciable impact in increasing coverage, in stimulating
increased political commitment and in securing increased
financial support.

Yet much remains to be done. Collaborating agencies should

be included in coordinating committees established .at

international levels. They should be included in planning,
implementing, sustaining and evaluating the EPI through
participation in coordinating comumittees established at national
and sub-national levels. Objectives include:

= discussion of the needs of individual programmes and
communities to define complementary roles of the various
organizations involved, and

= ensuring that the programmes which are supported are -
effective, appropriate to the needs of the persons being
served and in support of government policies. '

It is recommended that community-based volunteer groups
(in which mothers are represented) be developed whose members
can be motivated to sustain long-term support for EPI and
PHC activities.
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VITAMIN A SUPPLEMENTATION
WITHIN THE EPI

Severe measles, in part by precipitating vitamin A deficiency,
is a major cause of blindness in early childhood, especially in
Africa and in parts of Asia. Every effort should be made to
enlist EPI support of those involved with the prevention of
blindness to:

» help attain comprehensive coverage with measles vaccine,
and

» help ensure that children with measles are given vitamin A
as soon as possible after diagnosis.

In high-risk areas for blinding malnutrition and vitamin A
deficiency, consideration should also be given to delivery of
vitamin A supplements together with immunization services
from the age of six months. Emergency and relief populations
are especially important targets. Large oral doses of vitamin A
(200 000 IU) can be safely given to mothers during the two
months following delivery and have substantial impact in pro-
tecting breast-fed infants from eye damage and some impact in
reducing the incidence and severity of infections. Vitamin A
supplementation using the EPI delivery system may provide a
cost-effective complement or alternative to periodic cam-
paigns.

Operational research should be promoted to develop train-
ing modules, identify monitoring strategies and evaluate pro-
gramme experience. Development of aslow-release vitamin A
preparation to extend the interval required between doses
should be explored.
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GLOBAL (continued)

APPLICATION OF EPI SOFTWARE IN .
NATIONAL IMMUNIZATION PROGRAMMES;

The EPI computer software should continue to be developed
to respond to programme needs and opportunities. Specifi-
cally:

The Computerized EPI Information System - CEIS: continue
to install the software at country level, customized as necessary
to the needs of the country, and continue efforts to standardize
systems sufficiently to promote the free exchange of data
between local, country, regional and global levels and between
various international agencies (including WHO and UNICEF).

The EPI Cold chain monitoring system - EPIC: the software
meets current programme needs. The problem s in performing
studies using the cold chain monitors, studies which are
managerially complex and which require relatively well-
functioning cold chain systems before the information from the
monitors can be fully exploited. Such special studies are
encouraged in all countries with immunization coverage of
greater than 80% with any one vaccine. Other countries are
encouraged to promote the routine use of monitors at peripheral
levels of the cold chain, and to record their readings as an
integral part of programme reviews. |

The Coverage Survey Analysis Systems - COSAS: although
there is still some work to be done on preparing a user’s
manual, this software meets current programme needs. The
next steps are therefore to distribute the software and encourage
its use to allow programme managers to better analyze
immunization coverage survey data. '

The EPI Costing Model - EPICost : further develop the soft-
ware through use in better-developed immunization programmes
with the aim of making it increasingly useful to programmes in
earlier stages of development.
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AFRICAN
REGION

Substantial progress has been achieved by the African
Region in the seven years since the last GAG meeting held in
the Region (in Brazzaville) in 1982.

The African Immunization Year {(1986) was successful in
raising immunization coverage levels and in providing
infrastructure development. Forty-one countries have launched
acceleration programmes, largely in conjunction with the
African Immunization Year. More than half of the African
countries have passed the 50% coverage level for several EPI
antigens. Immunization coverage for the Region as of October
1988 was 56% for BCG, 38% for a third dose of DPT, 36% for
a third dose of polio, and 40% for measles among children
under one year of age; 23% of pregnant women have received
two doses of tetanus toxoid.

Collection and analysis of surveillance and immunization
coverage data at local, national and regional levels has improved
significantly. In many instances this was possible because of
the development of sentinel surveillance systems. A Joint
National/ WHQ/UNICEF Monitoring Report has been
introduced to ensure standardized reporting of EPI target
diseases, immunization coverage, and financial resources. A
computerized EPI information system compatible with the
EPI/Headquarters system has been established at the WHO
Regional Office. This system is being extended to countries in
the Region,

The African Region has proceeded with EPI activities in
the context of the district health approach, as adopted by the
35th Session of the Regional Comimnittee held at Lusaka in
1985. Decentralization will become more important as EPI
develops from an immunization coverage programme to a
disease reduction programme.

Improved donor coordination is a very positive trend. Many
international and nongovernmental organizations continue
their financial and technical support to EPI in the African
Region. In response to the polio eradication initiative, Rotary
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AFRICAN REGION
(contiruied)

International’s contribution in 30 African countries is espe-
cially noteworthy, National immunization programme manag-
ers and a numnber of donors, incluoding REACH, the Canadian
Public Health Association, UNICEF, USAID, and CCCD, are
participating jointly in the development of action plans for the
elimination of neonatal tetanus.

Recent events of major importance were:

» The Round Table Discussion on Poliomyelitis Eradication
inthe African Region held in Brazzaville in August, 1988. At
this meeting experts reviewed the poliomyelitis situation in
the Region and outlined preliminary directions for the
Regional polio eradication effort.

» The adoption by the 38th Session of the Regional Committee
of a Resolution (AFR/RC38/R2) for the Elimination of
Neonatal Tetanus from the African Region by the Year
1995, Specifically, the resolution recommends that Member
States should: prepare action plans; adopt the goal of no
more than 1 case of neonatal tetanus per 1000 live births by
1991, and zero cases by 1995; and develop or maintain
immunization and surveillance programmes for all the EPI
target diseases.

» Intercountry neonatal tetanus elimination workshops focused
on improving managerial skills, especially those necessary
to assessing available strategies, selecting those most relevant
to the needs of specific target populations, and preparing
clear statements of funding requirements have been conducted
for some countries. These should be continued for the
remaining countries in the Region.

The Group endorsed the following major remmmendatidns:

= Raising immunization coverage remains the utmost priority
in the African Region. Every programme should carefully
examine its dropout rate and focus attention on means of
preventing dropouts, Missed opportunity surveys will help
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AFRICAN REGION to identify situations where a vaccine might have been
(continued) given.

s Increased contact of Regional and Subregional staff with
national programme managers is encouraged. This
contributes greatly to the perceived importance of EPI and
to the solution of senior level management issues specific
to each country. Such visits stimulate improvements in
disease surveillance activities and reporting.

s The poliomyelitis eradication and neonatal tetanus
elimination initiatives will require irnprovements in standard
surveillance techniques. Disease surveillance should be
linked to immunization efforts at the community level.
Persons who deliver primary health care services and
community members should be actively encouraged to
report patients with target diseases.

» The sharing of surveillance data, especially information
about evolving outbreaks, with neighboring countries should
be encouraged. Similarly, cooperation among neighboring
countries will be important in designing outbreak control
strategies.

The Group especially appreciated the joint efforts of
UNICEF and AFRO in forming the Technical Group on
Immunization (TGI) for the African Regien. The Group
endorsed the recommendations of the Third Meeting of the
TGI held in Nairobi in Angust 1988, calling particular attention
to the following:

s The TGI has agreed to serve as an advisory group and
interagency coordinating body for the polio eradication
initiative in the African Region.

» The Joint National/WHQ/UNICEF Monitoring Report
should be adopted by all countries in the Region. As with
all reporting forms, the TGI should be prepared to modify
the form based on country experience and specific
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AFRICAN REGION
(continued)

information needs identified by national immumnization
programme managers.

Countries and areas at risk of yellow fever epidemics should
incorporate yellow fever vaccine into the routine activities
of the national immunization programme. Yellow fever
vaccine may be given at 6 months of age or conveniently with
measles vaccine at 9 months of age. .

|
Appropriate methods for reaching the community, including
face-to-face communication with mothers and other
community members, should be employed in conveying
messages about immunization, especially the recommended
immunization schedule,

Countries should carefully consider whether their
contraindication policies are limiting coverage levels and
take appropriate actions to remove excessive
contraindications.
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Surmmary of Global and Regional Pragrammes

SUMMARY OF THE GLOBAL AND
REGIONAL PROGRAMMES

GLOBAL
OVERVIEW

Progress being achieved in the global programme has been
summarized in the preceding section on Global Conclusions
and Recommendations.

Few believed when the EPI was created that the 1990 goal
was anything but wishful thinking. But now the dream is being
realized. This is because public health, political and community
leaders have put their efforts into making this world-wide
Programme succeed. This has been possible because the EPI
is inexpensive, easily implemented and easily understood, and
because it brings immediate, highly visible benefits. It is good
public health and good politics.

International support has been essential for national progress.
The majority of bilateral and multilateral development agencies
and several United Nations Agencies support the programme
either through contributions to WHO and UNICEF, through
bilateral contributions made specifically for the EPI or through
support provided in the context of broader development
initiatives. A wide array of other private and voluntary groups
also provides active support to the programme.

WHO provides international direction and coordination
andis the technical authority for the EPI. WHO has developed
training materials and has established the basic EPI information
system which provides data on immunization coverage and
disease incidence. WHO’s partnership with UNICEF during
the past decade has resulted in developing and making available
a whole new generation of cold chain equipment which is
specifically designed to meet the needs of immunization
programmes in developing countries.
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(continued)

national managerial capacities in immunization. UNICEF has
been particularly effective in its initiatives in the area of social
mobilization andin eliciting increased financial support for the
Programme.

Immunization is one of the essential elements of primary
health care as defined in Alma Ata in 1978, The EPl itself is a
building block for primary health care: the delivery of
immunization services, because of their basic simplicity, provides
an excellent means for strengthening the health infrastructure
to deliver immunization with other services. This in turn
ensures that immunization can act in synergy with those other
services, maximizing their combined benefits for women and
children. When children thrive, parents gain the confidence to
limit the number of births to the number of children they
desire, and this, in turn, provides further health benefits for
mother and child. :

A global immunization coalition now exists. The coalition
reflects a remarkable consensus in a world where so many

‘things go wrong: children should be immunized, children can

be immunized, children will be immunized. But the task of the
coalition is not yet finished, for universal childhood immunization
has yet to be achieved.

Most unimmunized or partially immunized infants in the
developing world are found in the largest countries: over 50%
are in China, India, Nigeria, Bangladesh and Indonesia. It is
estimated that with vigorous efforts a coverage of some 75%
may be obtained by the end of 1990. Projections are always a
risk. There are those who consider this projection too optimistic
while others will expect even greater performance, In any case,
attaining the goal of 80% coverage should be attempted, as it
set the stage for the disease reduction, elimination and eradication
goals which have been set for the next decade. In almost all
countries, far more can be done to increase coverage immediately,
using health staff and health facilities which are already in
place. Many children who receive the first dose of vaccine fail
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GLOBAL OVERVIEW
(continued)

to return for subsequent doses. Coverage levels which reach
60% for a third dose of polio or DPT vaccines mean that close
to 80% of children are already in contact with health workers
who give the first dose. With better education and follow-up
supported by social mobilization, the majority of these children
can be fully immunized today.

For many developing countries, angmenting and sustaining
immunization coverage implies augmenting and sustaining
outside financial support. Even taking US$ 600 million per
year as a rather generous estimate of what might be required
from outside supporters during the next decade, this is a figure
which remains miniscule in the context of international
development support.

The year 1990 was chosen as the first targetdate for the EPI.
Butitwas not intended to be the end of the Programme, as high
immunization coverage must be maintained. Additional tasks
emerge for the EPI for the 1990’s, and actions to prepare for
these are already underway. The priorities for the coming
decade will be to:

= accelerate progress in those countries which have still not
attained the 1990 goal;

m sustain high immunization coverage in the remaining
countries for the foreseeable future;

= climinate the target diseases as public health problems,
shifting Programme focus from immunization coverage to
disease comntrol;

= introduce new vaccines as soon as they become appropriate
for public health use;

» use the full potential of the EPI as a springboard for the
promotion and delivery of other primary health care
interventions; and
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GLOBAL OVERVIEW
(continued)

» pursue research and development in support of the above
actions. ;
The promise of the EPI is being fulfilled. In less than 15

years, a public health revolution has quietly taken place.

Immunization services which were virtually non-existent in

developing countries in 1974 now reach half such childrenin

their first year of life and prevent over 1.9 million deaths per
year from measles, whooping cough and neonatal tetanus.

Even more importantly, social value systems have been changed

so that immunization is now recognized as a high priority by

both national and international leaders. This support must be
sustained to assure continued programme progress and to set
the stage for the decade of the 19907, during which further
progress will be achieved in reaching the goal of health for alt
by the year 2000,
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REGION OF
THE
AMERICAS

The EPI in the Americas contimies t0 make progress
towards the 1990 target of providing immunization to all
children of the Region and eradicating the indigenous
transmission of wild poliovirus from the Western hemisphere
by that date. '

INTERAGENCY COORDINATION

Coordination among the agencies that are supporting the
programme in the Americas, namely PAHO, UNICEF, USAID,
IDB, and Rotary International, and, since the end of 1987, the
Canadian Public Health Association (CPHA), has provided
the setting for smooth implementation of the programme at
regional and at country levels. More than US$90 million have
been committed for the period 1987-1991. (See Figure 1.)

Intensive efforts at county level in the area of programme
planning and financial analysis produced national work plans
for the five-year period 1987-1991 for every country in the
Region. These work plans are now the framework for programme
implementation and interagency coordination in support of
the country programmes,

IMMUNIZATION COVERAGE

Polio coverage now exceeds 75% for the Region as a whole;
however, it should be noted that for Brazil, Mexico and Cuba
polio coverage data is based on two rather than three doses of
OPV. If coverage is adjusted to three doses, polio coverage is
approximately 60%. Monitoring of coverage is now done at
district level, which permits national programime managers to
reallocate resources and to organize special immunization
activities in those districts which show the lowest coverage.

In general, the countries of the Region are improving
immunization coverage as a result of EPI acceleration and the
implementation of national immunization days. In 1988, on
the advice of the EPI Technical Advisory Group, the 14
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REGION OF
THE AMERICAS
(continued)

countries endemic for poliomyelitis elected to conduct national
immunization days at least twice a year. Each of the 14 countries
(except Brazil) is including the other EPI antigens in the
national days. National immunization days should be considered
a complement to and not a replacement for immunization
services offered within the basic health services. Positive effects
have been observed in several countries, where coverage for
measles and DPT vaccines have increased and drop-out rates
have declined.

DISEASE SURVEILLANCE

Substantial progress has been made since the countries of
the Americas resolved in 1985 to eradicate poliomyelitis from
the Region by 1990, Surveillance has evolved rapidly and many
countries have improved the quality of their information systems.
Polio is now reported weekly by district, including negative
reports.

Focus on the district as the primary reporting unit has been
animportantstep forward. Of the 14 636 districts in the Region,
those at highest risk are readily identified, so that resources
may be mobilized to assist these areas. For example, for
poliomyelitis, 586 counties reported cases in 1986, 452 counties

in 1987 and 176 counties by week 25 of 1988. (See Figure 2.)

Despite increasing surveillance activities, the total number
of confirmed cases of paralytic poliomyelitis reported decreased
in 1987 (635 compared with 907 in 1986), and even further in
the first 39 weeks of 1988 (306 cases compared with 464 cases
in the first 39 weeks of 1986). Because surveillance systems are
still being developed, the interval between onset of symptoms
of poliomyelitis and notification of the case is still above the
maximum of two weeks set as an indicator of reporting efficiency.
In 1987, the proportion of cases reported within two weeks
after onset of symptoms ranged from 38% in Colombia to 60%
in Peru.
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REGION OF
THE AMERICAS
(continued)

The decline in measles and pertussis has continued since
1984, although these data must be interpreted cautiously since
surveillance for these diseases is not as well developed as for
polio. However, the decline of cases in all the subregions is
consistent with the respective increases in immunization
coverage.

The English-speaking countries of the Caribbean reported
9 000 cases of measlesin 1982 and only 1 300 cases in 1987, In
September, 1988 the Ministries of Health of the English-
speaking Caribbean countries set a target for measles elimination
from that subregion by 1995.

There are presently 1000 - 2 500 cases of neonatal tetanus
reported annually in the Region (excluding Brazil), The district
focus will allow neonatal tetanus control efforts to be directed
to those counties reporting cases, while simultaneously strength-
ening its surveillance,
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EASTERN
MEDI-
TERRANEAN
REGION

Coverage for the Region is now 67% for BCG, 65% for a
third dose of DPT, 65%for a third dose of OPV and 61% for
measles among children under one year of age. Coverage
among women of childbearing age is 20% for a second dose of
tetanus toxoid. (See Figure 3.) |

While there has been increases in coverage over the last 12
months, the real impact of the programme is best seen in the
amount of disease prevented, and it is estimated that hundreds
of thousands of cases of target diseases were prevented by
immunization. Even so, about 400 000 cases of target dlseases
are still reported annually in the Region,

ACCELERATION OF IMMUNIZATION

Some countries continue to accelerate their EPI activities
¢ither through campaign approaches or by strengthening existing
delivery services. In almost all countries in the Region EPI has -
been integrated within primary health care, There is increasing
evidence that immunization services are being offered in most

_health famhtles both private and public sector.

Acceleration in the Region has been achieved through
better inter-sectorial collaboration and effective social
mobilization, Commitments from political, religious and other
leaders has been important. Public awareness has been increased
resulting in an enthusiastic reception of services offered.
Improvements in immunization coverage levels suggest that a
sustained increase of the order seen during the previous 12
months, if extended to areas or populations where basic
services are still inadequate, could put Universal Child .
Immunization 1990 within the reach in most countries of the
Eastern Mediterranean Region.

Political unrest, armed conflict, economic depression and

| Tack of manpower have accounted for many problems in the
five countries where progress was the slowest (Afghanistan,

Democratic Yemen, Somalia, Sudan and the Yemen Arab
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EASTERN
MEDITERRANEAN
REGION
(continued)

Republic). EMRO is giving them special attention. They were
convened in a special meeting in Khartoum in February 1988
and the necessary technical support has been made available
through the reassignment of WHO staff members,

PREVENTION OF NEONATAL TETANUS

During the Fifth Intercountry Meeting for EPI Programme
Managers in Cairo in July 1988 progress in the prevention of
neonatal tetanus was discussed, problems identified and solutions
recommended. Participants confirmed that neonatal tetanus
is still common in most countries of the Region and that the
magnitude of the problem is not sufficiently appreciated by
those responsible for health planning and finance. It is estimated
that 27 000 deaths due to neonatal tetanus in the Region were
prevented in 1987, whereas over 100 000 deaths still occurred
unnecessarily, All participants of the Fifth Intercountry Meeting
have reaffirmed their commitment to implement activities for
the elimination of neonatal tetanus,

POHOMY ELITIS ERADICATION

In pursuit of World Health Assembly Resolution WHA41.28
a draft plan for the eradication of this disease in the Region has
been prepared. The Regional Director has also established a
Technical Advisory Group on this matter, Plans have been
made to recruit a full time medical officer at the Regional
office for polio eradication. The Regional Committee in their
most recent meeting in Geneva in QOctober 1988 has endorsed
the regional plan for poliomyelitis eradication as reflected in
resolution EM/RC.35/R, 14,
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EUROPEAN
REGION

Data from 29 Member States presented at the national EPI
programme managers meeting held in Budapest in April, 1988
showed great variation in the quality and efficiency of national
immunization programmes. Some programmes are well-
advanced, having appropriate national - policies, effective
strategies, experienced staff, and well-developed mechanisms
for surveillance, monitoring and evaluation. Other national
programmes are less effective due to a variety of impediments.
Because of reported or suspected problems with the cold
chain, formal comprehensive cold chain evaluations have
been initiated in 14 countries. Insufficient knowledge,
experience, and managerial skills are present to varying degrees
in different countries. Some Member States do not have
reliable systems of surveillance for EPI diseases, which makes
evaluation of their immunization programmes difficult.

DISEASE INCIDENCE

For most of the tarpet diseases, Regional incidence decreased
in 1987compared with 1986: poliomyelitis declined by 6%,
diphtheria by 9%, pertussis by 7%, tetanus (total) by 8%.
Between 1986 and 1987 the Regional incidence of measles
increased by 6%.

. Table 1: Immumzatmn coverage (%) for- 28 countries
in the European Regmn, 1986-1987

Antigen Number of countries with coverage of
<50%  50-79%  80-89% >90%

BCG 15 1 1 11
DPT* 2 4 7 14
Polio 0 4 7 17
Measles 4 10 5 9
Rupella 19 3 4 2

*  Sweden is excluded, as only .DT Is used far routine
mmunization. .
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EUROPEAN REGION
{continued)

USE OF MMR VACCINE

Sixteen Member States have already introduced or made
plans to introduce MMR vaceine in their national programmes.
Procurement problems with rubella vaccine and/or mumps
vaccine has made it difficult to implement use of MMR 'in
some countries. Although it is too early to demonstrate an
impact of this policy on the incidence of measles, mumps, and
rubella in the Region as a whole, successful reduction in the
incidence of these diseases has been demonstrated in Norway
and Sweden, (See Figure 4.) '

FUTURE NEEDS

Progress in the Region would have been more substantial if
the Regional office had been able to offer a greater amount of
financial support to intercountry activities. Immediate and
medium-term needs for Regional support are: further
development of Regional immunization policy, improvements
of surveillance and information systems, training of national

. EPI managers, laboratory support of the programme, social

mobilization for creating public demand for immunization,
coordination of national programmes, evaluation of their
programme quality, and provision of expert advice, especially
in emergency situations. '

POLIO ERADICATION

Greater regional expenditures will be particularly important
in response to the Regional plan of action for the eradication
of poliomyelitis from the European Region by 1990. Immediate
acceleration of national immunization programs will be
necessary if this goal is to be achieved and will provide the
opportunity to simultaneously increase immunization with all
EPl antigens. Currently 15 Member states with a total population
of 94 million persons (11%.of the Regional population) are
considered free from poliomyelitis caused by wild poliovirus.
However, the recent outbreak of poliomyelitis in Israel shows
that there is no room for complacency.
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SOUTH-EAST
ASIA REGION

EPI INFORMATION SYSTEM

To monitor progress of the implementation of the Five-

Point Action Programme and progress towards achieving UCI
by 1990 and Polio Eradication by 2000, the EPI unit collects
EPI-related information from Member Countries through the
regional Computerized EP1 Information Systern (CEIS). This
system collects information on:

reported numbers of cases and deaths from EPI target
diseases;

reported numbers of children immunized with BCG, DPT,
OPV and measles vaccines; '

reported numbers of pregnant women or women in the
child-bearing years immunized with tetanus toxoid;

results of immunization coverage surveys;
EPl-related training activities;

EPI funds; and

population denominators.

In addition, regular intercountry consultative meetings of

EPI managers provide useful opportunities for further exchange
of information,
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 Table 2; Children immunized (in %) with -
G, DPT, OPV and measles and pregnant wonten with TT

Country Children < 1 year of age pregnant
worTen

BCG DPT3 OPV3 Measles| TI2

Mongolia 60 79 80 61 0
DPR Korea | 69 62 70 35 0
Sri Lanka 61 61 62 47 39
India 72 73 64 44 58
Thailand 61 48 47 35 38

Indonesia 74 61 62 55 29

Nepal 78 46 40 15
Bhutan 38 27 27 23 10
Burma 45 23 13 14 24
Bangladesh 13 9 8 6 7
Maldives 59 6 6 9 2
Region | 47 49 44 21 37

* No data available
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SOUTH-EAST
ASIA REGION
(cortinued)

PROGRAMME STRATEGIES

National EPI programme reviews are strongly encouraged
to identify programme strengths and weaknesses, to improve
performance and to refine strategies for programme
acceleration. Most countries have held such reviews and are
now beginning to conduct follow-up reviews, often combined
with other PHC programmes such as CDD. -

The need to more actively involve curative facilities in the
actual implementation of the EPI is important to avoid missed
opportunities for immunization. Findings of missed
opportunities studies conducted in 6 countries are presented
below.

% of curative care |:

Country Year :
visits with missed |
opportunities for
immunization

Bhutan 1986 30%

Burma 1987 81%

India 1895 57-81%

Indonesia 1987 76%

Nepal 1985 54%

Thailand 1987 68%

EPI SEARO is placing increased emphasis on the assess-
ment of immunization coverage in urban areas in national pro-
gramme reviews and the development of specific plans for
programme acceleration inurban areas. Recent EPI Reviews
have looked specifically at coverage in Jakarta, Bangkok, and
Rangoon City.
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SOUTH-EAST
ASIA REGION
(continued)

HUMAN RESOURCES

Personnel inadequately trained in EPI activities present a
constraint at almost all levels. In particular, management skills,
including field supervision, need to be strengthened. To improve
performance in other primary health care activities, training in
both management and technical aspects of EPI has been a high
priority in the Region,

FINANCIAL RESOURCES

Data from the EPI Information System indicate that since
1985 there hasbeenanincrease of EPI funds from governments
aswell as from external resources. Available funds totaled $19
million in 1985, $30 million in 1986 and $60 million in 1987.
Breakdown of 1987 funds by source shows $34.5 million {from
governments, $1.6 million from WHO, $21 million from
UNICEF, $1.1 million from the World Bank, $0.8 million from
bilateral agencies, and $1.3 million from private agencies
(Rotary, etc.). In total more than $60.3 million was provided
for EPI in 1987.

SURVEILLANCE

In DPR Korea, Mongolia, Sri Lanka and Thailand an
overall reduction in morbidity from some target diseases has
already demonstrated the impact of the EPL Although measles
morbidity is often a good indicator of programme impact,
measles immunization coverage in the Region was so low until
1986 that morbidity has not been significantly significantly
affected by immunization.

It has been estimated that without immunization services
over 1300 000 deaths would occur annually in children in the
Region. Given the immunization coverage achieved in 1986,
an estimated 1 million children (2 children every minute) die
each year from the EPI target diseases.
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WESTERN EPI ACCELERATION
PACIFIC ;

REGION

Progress has been achieved in all countries of the Region
during the past year. This is due in part to strengthened
acceleration activities, particularly in China, Kampuchea, the
Lao People’s Democratic Republic, Papua New Guinea, the
Philippines, and Viet Nam. Immunization coverage in the
Region is now 68% for BCG, 61% for a third dose of DPT,
75% for a third dose of polio and 60% for measles among
children by their first birthday. However, only 4% of women
have received two doses of tetanus toxoid during pregnancy.

China has set a target of 85% coverage at provincial level by
the end of 1988 and 85% coverage at country level by 1990.
Immunization coverage surveys conducted in the first half of
1988 showed that 12 of 20 provinces surveyed had reached the
target ahead of schedule.

In the Lao People’s Democratic Republic there is strong
commitment of the Government to achieving universal
childhood immunization by 1990. While immunization coverage
for the country as a whole remains low, in areas with access to
immunization services coverage has improved as a result: of
social mobilization and health education, Following an intensive
acceleration in the first half of 1988 coverage in the Vientiane
Municipality rose to 77% for BCG,70% for measles, 71% for
OPV3, and 62% for TT2. '

Significant improvements have occurred in the Philippines
EPI, where the percent of fully immunized children increased
from 21% in 1986 to 62% in 1987. Part of this success is
attributable to special mass media messages directed to parents
of infants by the Public Information Health Education Service
of the Department of Health. The Philippines EPI also notes
improvements in its disease surveillance system following
computerization and adoption of standardized formats and
schedules for reporting.
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WESTERN PACIFIC | VACCINE PRODUCTION AND PROCUREMENT
REGION

(continued)

Most developing countriesin the Region receive the bulk of
their vaccines from UNICEF. However, several countries in
the Western Pacific Regionare involved in vaccine production.
China produces all the EPI vaccines. UNICEF has provided
substantial support to upgrade the quality of vaccines produced
in China; World Bank funds for construction of new vaccine
manufacturing facilities are still under negotiation. Viet Nam
is producing QPV, although the vaccine does not yet meet
WHO standards. It also produces BCG and DPT, though not
in adequate quantities. The Philippines is self-sufficient in
production of BCG and tetanus toxoid, both of which meet
national quality control standards that are similar to WHO
standards,

HEPATITIS B VACCINE

The technology and equipment for large-scale production
of hepatitis B vaccine have been successfully transferred through
WHO collaboration from Japan to China. China produced
over 9 million doses of hepatitis B vaccine in 1986 and 17
million doses in 1987. Hepatitis B vaccine has been added to
the EPI schedule for infants in highly endemic rural areas and
big cities of China, WHO also collaborated with Fiji, Tonga,
and Western Samoa to establish laboratory facilities to collect
and concentrate plasma from high-titer carriers of hepatitis B
antigen. The concentrated plasma has been processed into
vaccine in Japan and returned to these countries for the
immunization of infants during 1988-1989.
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WESTERN PACIFIC
REGION
{continued)

POLIOMYELITIS - PROSPECTS FOR ERADI-
CATION BY 1995

At its September 1988 meeting the Regional Committee
passed a resolution to eradicate poliomyelitis from the 35
countries of the Western Pacific Region. Poliomyelitis incidence
inthe Western Pacific Region has been declining steadily over
the past 8 years. (See Figure 5.)

Seventeen countries in the Region have reported zero cases
of poliomyelitis for at least 13 years. An additional 8 countries
have reported zero cases for at least 4 years; 4 countries have
reported occasional imported or vaccine-associated cases.
Notable decreases have been seen in the Peoples Republic of
China, the Philippines, Malaysia, and Korea. With further
acceleration of EFPI activities the prospect remains high for
dramatic decreases in poliomyelitis incidence and its eradication
from the Region by 1995. :

The polio status of countries in the Region was reviewed

. during the June 1988 EPI Programme Managers Meeting held

in Manila. In 80% of the countries, cases of poliomyelitis are
investigated by medical officers. Only one country has initiated
immunization of newborns with OPV. Countries have identified
21 national laboratories which perform serologic and/or
virologic diagnosis of poliomyelitis. A regional plan for polio
elimination has been prepared with 1995as the target date and
will be distributed along with the poliomyelitis eradication
resolution to all the countries in the Region. :
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REVIEW OF EPI IN THE AFRICAN
REGION

During the past seven years the African Region has undertaken
a number of activities for implementing the recommendations
made at the last GAG meeting held inthe Region at Brazzaville
in 1982. The success of the African Immunization Year (1986)
was remarkable in raising immunization coverage levels andin
providing much needed infrastructure development. The polio
eradication initiative will offer further opportunities to sustain
and strengthen national immunization programmes. At the
same time the Region has begun to tackle the problem of
neonatal tetanus, setting 1995 as the target year for its elimination,

ACCELERATION OF EPI AND
SOCIAL MOBILIZATION

Most countries routinely employ a mixed strategy for vaccine
delivery using fixed centers supplemented by scheduled outreach
activities; less frequently, in more remote areas, mobile teams
are employed. In addition, 41 (89%) of the 46¢ountries in the
African Region have launched a nationwide acceleration 'of
their immunization programme, Some countries have a}so
embarked on urban immunization campalgns

Social mobilization and community participation in EPI
have been ensured by the involvement of political and religious
leaders, and these activities seem to be particularly effective’in
the African setting. Remarkable progress hasbeen noted in the
district-focused health development approach being promoted
by AFRO. Fifty-four percent of the 3217 districts in the Region
now have district health development committees, action plans
and one or more primary health care programme elements
often EPL
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Table 4: Acceleration of the EPI'in the African Region, 1985-1988

Target Groups Coverage

Year . Post-
Ach

Country Last Antigens - — chicved Accel.

Aceel. Used Children | Women | Children { Women Survey

Fully T2
Immunize

Algeria 1987 EPI 3-43 mo 64% Yes
Angola 1986 EPI+TT+YF 15-44 yr 10%** No
Benin* 1987 EPI+TT 0-23mo  15-49yr 61% Yes
Botswana 1986 EFI 0-23 mo X7 Yes
Burkina Faso 1987 EPI+TT+YF 0-23mo  1549yr 28% Yes
Burundi 1987 EPI+TT 0-2 yr 15-44 yr T3% No
Cameroon 1988 EPI+TT 0-5 yr 15-44 yr 56% Yes
Cape Verde  19%6 EPI

Centr.Afr. R, 1988 EPI+YF 0-35mo 1544 yr No
Comorcs 1986 EFI+TT 50% No
Congo 1987 EPI+TT 0-5 yr 15-44 yr 57% Yes
Cote d'Ivoirc* 1987 EPI+YF 0-4 yr

Ethiopia* 1987 EFI+TT G-2 yr Pregnant  28%

Gambia 1986 OPV+M 0-10 yr

Ghana* 1987 OQPV

Guinea* 1987 EPI1 033 mo

Guinca-Bissau 1988 EFPI+TT+YF 04 yr 1545 yr

Kenya 1988 EFI+TT 0-23mo  Pregnant

Lesotho 1986 EFI

Liberia 1987 OPV

Madagascar 1987 EPI+TT - 04 yr 15-45 yr

Malawi 1987 EPI+TT Pregnant

Mauritania 1985 EPFI

Mauriting 1987 EPI+TT

Mozambique 1986 EPI+TT 0-23mo  Pregnant

Nigeria 1988 EPI+TT 0-23mo  Pregnant

Reunion

Rwanda 1988 EPI+TT 0-23mo  Pregnant

Sao Tome & P, 1988 EFPI+TT 0-1 yr Pregnant

Senegal 1987 EPI+TT+YF 0-23mo  Pregnant

Seychelles 1986 EPI+TT 0-23mo  Prcgnant

Sierra Leone* 1986 EPI+TT 0-24mo  15-d4 yr

Swazland 1987 EPI+TT 0-5 yr Pregnant

Tchad* 1987 EPI+TT+YF (0-23mo  14-45yr

Togo 1988 EFPI+TT 0-Z3mo 1544yt

Uganda 1988 EPI+TT O0-l1mo 1549y

vl Zaire 1986 EFI+TT

1 Zimbabwe 1988 EFI+TT 0-11mo  Pregnant

= Fit of oty only
** DPT only.
EFI antigens: BCG, DFPT, polio vaccine and measles vaccine for children; tetanus toxoid for women.
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(continued)

INTEGRATION OF EPI INTO PRIMARY
HEALTH CARE (PHC) SERVICES AND
NATIONAL SELF-RELIANCE

Many countries have successfully integrated EPI activities
into the workload of peripheral health posts and health centers.
EPI training is often combined with other PHC training.
Information sharing among PHC partners is essential, particularly
with respect to field visit schedules, operational instructions,
and job descriptions.

A number of different policies have been adopted by countries
to encourage self reliance in delivery of immunization services:
establishment of a special EPI budget, sharing EPI costs with
nongovernmental organizations and the promotion of commmunity
cost-recovery schemes, such as those described in the Bamako
Initiative. However, some African countries still depend heavily
on external financial support and are likely to require such
support well into the future. For ail countries, efficient
management of scarce financial resources remains a priority.

' TRAINING OF HEALTH PERSONNEL

Since 1979 an estimated 50 000 persons in the African
Region have received EPI training. Many national programmes
have produced their own training manuals. In more than half
of the countries EPI materials have been incorporated in the
curricula of health training institutions.

MONITORING AND EVALUATION

The Regional EPI was evaluated in 1982 to identify initial
problems, in 1985 to define acceleration strategies, and in 1987
to elaborate measures for sustaining the EPL. Since 1977 a total
of 88 national programme evaluations and 721 immunization
coverage surveys have been carried out.
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Revigw of EPI in the African Region

(continued)

Considerable efforts have been made to improve the
collection and analysis of disease surveillance data and
immunization coverage data at local, national, and regional
levels. Until recently there was no standard reporting procedure
in the Region and the collection and comparison of data was
extremely difficult at the Regional level. In 1988, a standardized
semi-annual EPI reporting form, which includes information
on disease incidence as well as immunization coverage and
vaccine delivery, was approved by the Regional Directors of
UNICEF and WHO. Each national EPI programme manager
will submit a standardized report jointly prepared by the
Ministry of Health, WHO, and UNICEF. A second achievernent
of 1988 was the establishment of an EPI computer information
system (CEIS) at the Regional Office. The system is compatible
with the EPI/HQ system and it will be extended gradually to
countries in the Region.

In the African Region, coverage with the EPI antigens, with
the exception of measles and BCG, lags behind the other
Regions, reflecting its level of socio-economic development
and the level of development of the health infrastructure.
Coverage for the Region has been increasing rapidly however,
in part as a result of the initiatives begun during 1986, designated
by the WHO Regional Committee as the African Immunization
Year, Based on routine reports and nationwide coverage
surveys, the majority of African countries have surpassed the
50%ecoverage level for several EPI antigens. As of October
1988, the percentage of children in the Region immunized by
12 months of age was 56% for BCG, 38% for a third dose of
DPT, 36% for a third dose of polio, and 40% for measles. 23%
of pregnant women have received two doses of tetanus toxoid.

EPI coverage remains low in a number of countries, with
DPT3 coverage less than 20% in Angola, Chad, Equatorial
Guinea, Ethiopia, Guinea, Guinea Bissau, Liberia, Mali, and
Niger.
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Review of EFI in the African Region

(continued)

Countries have been encouraged to formulate disease
reduction targets and several countries with well established
national programmes and more developed surveillance sys-
tems have begun to document reductions in numbers of cases
reported. |

IMPLEMENTATION OF RECENT GAG
RECOMMENDATIONS

= Nineteen countries have introduced a dose of OPV at birth
given at the same time as BCG.

s Twenty countries have adopted 6 weeks as the age for the
first dose of DPT and OPV.

» Many countries have progressively reduced the age of
children in the target group to 0-23 months; however, some
still maintain schedules targeting children up to 5 years of
age or older.

= A number of countries have expanded the target group of
women eligible for tetanus toxoid immunization from
pregnant women to all women of childbearing age.

= Most countries have adopted GAG recommendations on
contraindications; however some programmes retain
excessive contraindications despite practical and scientific
evidence to the contrary,

» Most countries have established a sterilization policy for
injection equipment: 16 countries use reusable syringes
and needles, 6 exclusively use disposable equipment, and 21
use both types of equipment.
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(continued)

POLIOMYELITIS ERADICATION POTENTIAL

The Region has undertaken a number of preparatory activities
for the implementation of resolution WHA41.28. The
poliomyelitis situation has been assessed in 20 countries.
Laboratory services have been reviewed in 7 countries. ‘A
round table discussion on poliomyelitis held 8-10 August, 1988,
in Brazzaville, reviewed available information to determine
the next steps toward implementation of the polio eradication
initiative. The recommendations of the round table were
endorsed by the joint WHO/UNICEF Technical Group on
Immunization (TGI) which met 20-23 August 1988 in Nairabi.
The TGI agreed to serve as a review body which will monitor
progress and promote interagency cooperation in support of
the polio eradication initiative. If the momentum generated by
the African Immunization Year s sustained the eradication of
poliomyelitis will be possible in the Region.

NEONATAL TETANUS ELIMINATION IN THE

AFRICAN REGION BY 1995

The 38th Session of the Regional Committee unanimously
adopted a resolution for elimination of neonatal tetanus (NNT)
from the Region by 1995. In collaboration with the Canadian
Public Health Association, the Combatting Childhood
Communicable Diseases (CCCD) Project, Resources for Child
Health (REACH) Project, and UNICEF, AFRO organized
two workshops in which countries assessed NNT control
strategies and drafted action plans for NNT elimination.
Technical assistance was also provided by OCCGE and OCEAC,
Three more such workshops are planned for later this year and
early next year.
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Review of EPI in the African Region

(continued)

INTEGRATION OF YELLOW FEVER IMMUNI-
ZATION INTO EPI

Atits August 1988 Meeting in Nairobi, the joint UNICEF/
WHO Technical Group on Immunization (TGI) reviewed the
yellow fever situation in the Region, including data from
recent outbreaks in Nigeria and in Mali. The TGfurged yellow
fever endemic countries to consider incorporating yellow
fever vaccine into their EPI schedules on a routine basis.

OPERATIONAL RESEARCH AND STUDIES

AFRO presently collaborates with EPI/HQ incoordinating
studies for the cold chain, trials of new vaccines and equipment
and operational studies such as missed opportunity surveys.
The polio eradication and neonatal tetanus elimination
initiatives are expected to lead to increased operational research
activities in the Region.
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POLIOMYELITIS ERADICATION

'The primary objective of the EPI is not immunization for its
own sake, but rather the use of immunization for the control of
the target diseases. The EPI is aiready putting increased
emphasis on disease control, and will make this an even higher
priority during the 1990’s, Disease control efforis are centering
on poliomyelitis, measles and neonatal tetanus.

In May, 1988, The Forty-first World Health Assembly set
WHO a dramatic challenge when it comumitted the Organization
to the global eradication of poliomyelitis by the year 2000. The
Health Assembly noted that this initiative represents a fitting
challenge to be undertaken on the Organization’s fortieth
anniversary, and that the eradication of poliomyelitis represents
an appropriate gift, together with the eradication of smallpox,
from the twentieth to the twenty-first century (Resolution
WHA41,28), The American, European and Western Pacific
Regions helped to pave the way for this initiative by having
alreadly established Regional eradication targets to be achieved
by or before the year 2000.

A Flan of Action for Global Poliomyelitis Eradication by
the Year 2000 was drafted in May, 1988, based on the
developmental work and experiences in the Region of the
Americas and discussions with national programme managers
in Europe during a meeting held in Budapest in Aprii, 1988
(attended by the EPI Regional Adviser from the Americas).
The initial plan has been revised and extended based on a
series of further discussions and consultations with national
programme managers, WHO staff and outside experts. These
have included:
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Poliomyelitis Eradication

» discussions during meetings of national programme managers
and Regional staff held in the South East Asia, Eastern
Mediterranean, Western Pacific and African Regions during
May through August 1988;

» discussions during a meeting of experts convened by the
Pastern Mediterranean Regional Office on 18-19 July, 1988
to discuss polio eradication within the Region;

» discussions with several of the WHO headquarters divisions/
units, including the Divisions of Communicable Diseases
Control, Diarthoeal Diseases Control, Farruly Health, Health
Manpower Development, Public Information and Education
for Health and Strengthening Health Services and the
Biologicals and Rehabilitation Units of the Division of
Diagnostic, Therapeutic and Rehabilitative Technology,
held during July-August 1988; and

» detailed review and discussion during an informal consultation
of global poliomyelitis experts held in Geneva on 5-6
September 1988,

Figures 7 and 8 and 9 show immunization coverage and
reported incidence of poliomyelitis.

While the broad strategies outlined in the plan have re-
mained largely the same during this consultation process, many
of the specific details have changed, and further change is seen
asa natural consequence of further programme evolution. This
plan has already been used as a framework for developing
eradication plans in the African, Eastern Mediterranean,
European, South East Asian and Western Pacific Regions.

. As recommended in the Health Assembly resolution, the
strategies recommended in the plan will be carried out in ways
which strengthen the EPI as a whole, fostering its contribution,
in turn, to the development of primary health care.




Figure 7: Polio immunization coverage

by WHO Region, October 1988
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Poliomvyelitis Eradication

(continued)

The external resources called for in the Plan of Action
amount to some US$ 155 million for the period 1989-2000, and
some US$ 17 million for the period 1989-1990. These re-
sources are in addition to the resources required for full
implementation of the EPI. (The estimate for the overall cost
of the eradication initiative may well be on the low side, A
range of cost between US$ 155 and 500 million is probably
more realistic, For comparison, the cost of the smallpox eradi-
cation programme was estimated to be US$ 300 million.)
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LABORATORY
SUPPORT
SERVICES
TO POLIO
ERADICATION

The success of the effort to eradicate poliomyelitis by the
year 2000 will depend to a great extent on the quality of
laboratory support available to perform diagnosis, testing of
vaccine potency, and population surveys. Laboratory research
will also be needed to develop improved diagnostic methods
and vaccines. Objectives impacting on laboratory support
have been set. The strategies to meet these objectives include:

» Designation of a small number of laboratories as WHO
Reference Centers. These laboratories will develop and
perform testing using ¢cDNA. probes and monoclonal anti-
bodies to characterize poliovirus isolates, and will obtain
and distribute relevant standards and reference materials
to resource and national laboratories:

w Development of a network of resource and national labora-
tories whose functions will be defined in terms of the needs
of the area they serve and the classification of that area with
respect to incidence of poliomyelitis and vaccine coverage;

» Assurance of polio vaccine quality; and
= Development of simplified diagnostic methods.

The following list of activities are seen as priorities for the
successful eradication of poliomyelitis:

n International Reference Laboratories should be confirméd
and begin discussions on activities included in the terms of
reference as well as financial and other support.

» Regional Offices should be consulted as to when it will be
most appropriate and in which countries to begin the
designation of national or resource laboratories consistent
with the needs and resources of the Regions.

w Training materials should be developed including labora-
tory and field manuals and sample collection kits. knitial
training courses should be scheduled for 1989,
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Poliomyelitis Eradication

(continued)

Countries presumed free, or nearly free, of poliomyelitis
should begin active follow-up on each case.

Countries which are still endemic should postpone labora-
tory investigation of cases except in outbreak situations,
unless the number of cases is under SOper year and appropri-
ate laboratory facilities exist.

An inventory of vaccine producers should be completed.
Those producers whose vaccines do not meet WHO Re-
quirements should be discouraged from production until
the vaccine can meet those requirements. Those producers
repackaging imported bulk should also be discouraged unless
the country has in place a strong National Control Labora-
tory to control the quality of this product.

Research activities to develop improved diagnostic meth-
ods and vaccine stabilizers should be coordinated and funded.




EFI Global Advisory Group Meeiing, 1988 page. 59

NEONATAL TETANUS CONTROL

Cases and deaths due to neonatal tetanus (NNT) are not
declining. In 1988 still 800 000 newborns are estimated to die
annually from NNT in spite of some good examples of
remarkable success of the impact of high coverage with TT in
preventing NNT (Maputo City, Mozambique and Pidie District,
Indonesia), |

Ineach WHO Region the percentage of countries reporting
separately NNT cases has progressed but the number of NNT
cases reported is still very incomplete and only covers 2% to
8% of cases estimated to occur, (See Figure 10.)

Since July 1987, coverage of pregnant women with two or
more doses of TT in the developing world (excluding China)
has only increased from 15% to 17% and remains far behind
the coverage achieved with 3 doses of polio or DPT vaccine,
Nevertheless TT coverage rose from 12% to 21% in the
African Region between July 1986 and July 1987. However
there are stillunresolved issues in assessing the reallevel of TT
coverage throughout the world. (See Figure 11.) |

Of all immunization coverage surveys carried out from
January 1988 until July 1988 only 28% included a study of the
TT immunization status of the mothers but the poor retention
of home based TT records forces investigators to rely on
history in coverage surveys.

In the African Region 20 countries have reviewed the NNT
situation and prepared action plans to accelerate the control
of NNT. Those plans include adoption of new target groups for
TT immunization and innovative immunization approaches
such as 1mmun1zmg women attendmg child munumzatmn
clinics and immunizing women in curative settings.




Figure 10: Proportion of countries
reporting NNT separately -1980/1983/1985
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Measles Control

MEASLES CONTROL

MEASLES BEFORE NINE MONTHS

Amid mounting concern over young children contracting
measles before the recommended age of immunization, there
has been a search for a vaccine which could be given early
enough to protect children at six months. As field trials of a
number of candidate vaccines were nearing completion, a
meeting was convened in Washington on 19 and 20 September
1988 to examine the preliminary results of the field trials of
these alternative vaccines.

Interpretation of the results of the field trials were made
harder by the variable biological criteria used by the investiga-
tors. None the less, at least two vaccine strains (Edmonston-
Zagreb and AIK-C) were shown by the preliminary results to
be potential candidates for widespread use at six months of
age. These preliminary results suggested that it is now possible
to immunize a child at six months of age with a higher than
standard dose of an alternative measles vaccine with a high
degree of confidence that protection will be achieved. Safety
and efficacy of the higher than standard dose vaccines appear
at least as good as the standard vaccines presently in wide-
spread use. A number of questions still remain, however,
about the vaccines such as the optimal dose, safety, efficacy
and duration of immunity, and about the commercial availa-
bility of theses vaccines which presently limits their applicabil-
ity for programmes.

These uncertainties mean that, for the present, current EP1
recommendations on the use of measles vaccine should be
retained.
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SOCIAL MOBILIZATION

THE ROLE OF THE NON GOVERNMENTAL
ORGANIZATIONS (NGOs) IN SUPPORT OF
THE EPI

Two types of NGOs can be identified which are active in
developing the EPI or similar health interventions:

m those where this type of work is writteninto their charter and
which exist for this purpose; and

= those which have other basic purposes, some of which
overlap with at least some of the EPI goals.

The first type of NGO normally contributes for the long
term, and many of these are already staunch partners of the
EPL The second type of NGO normally only contributes for the
short term.

Most health sector organizations, be they international
organizations or ministries of health, have little experience
working with the second type - short term commitment NGOs
- and there are probably many failed projects as a result. Yet
this type represents a rich source whlch can be mobilized to
help.

Many NGOs incorporate into their charter a “service to
society” role. The question for the EPI is how they can be
recruited to contribute to child survival, A few principles may
serve as a useful guide:
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Social Mobilization

(continued)

m first, find the humanitarian “nerve” of the organization and
find the means to relate it to the needs of child survival;

= second, identify a specific role for the organization that is
related to the skills and strengths of its members;

w third, find the key figure in the organization who is able to
stimulate the organization and make him or her the focal
point of the initiative; and

= fourth, laybefore the organizationa dream... and the ability
of the organization to make the dream come true,

THE ROLE OF NATIONAL IMMUNIZATION
DAYS IN SUPPORT OF THE EPI

National Immunization Days, by their nature, are able to
stimulate improvements in many areas of the EPI simultane-
ously:

» political support for the programme is activated,

= collaboration between different departments and different
organizations is improved;

s resources in terms of money and people’s time are gener-
ated;

» new techniques for social mobilization are developed; and

= in many cases, National Immunization Days have given
ministries of health the confidence, after immunizing a
large “backlog” of children, to reduce the target age for im-

" munization for their routine programmes.

There are also, hawever, dangers in National Immuniza-
tions Days:
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(continued)

u the effort put into the short duration campaign may repl.fgce.
rather than stimulate the routine programme, and

m opportunities may be lost if the full range of EPI vaccines are
not offered.

Although a considerable amount of work has been done on
costing National Immunization Days, there is little consistency
in the methods used. The resulting cost estimates show wide
variation and are difficult to use in comparing different pro-
grammes. Further improvement and standardization of meth-
ods for costing is desirable.

Faced with these opportunities and problems, when prepar-
ing for a National Immunization Day, the challenge for allis to
make careful plans with specific objectives and to profit from
the many lessons learned during the past five years so that the
effort will promote the development of a permanent system of
immunization in the context of primary health care.
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Vitarnin A Supplementation

VITAMIN A SUPPLEMENTATION

The EPI can play a major role in the control of malnutrition
due to vitamin A deficiency and childhood blindness by:

» Including vitamin A supplementation within immunization
services;

» Increasing measles immunization coverage, thus prevent-
ing a critical cause of rapid deterioration in vitamin A status
and blinding corneal damage in the early years of life.

Delivering a micronutrient is a new departure for immuni-
zation services, but makes sense in the context of the overall
goal of improved child survival. New pump bottles for vitamin
A solution, delivering a fixed dose of 100 000 IU per ml for
younger children, are available for field trials.

Large dose oral vitamin A supplements can be included
within the EPI schedule from the age of six months, Measles
immunization at the age of nine months is a further opportu-
nity for vitamin A supplementation in areas where vitamin A
deficiency is a problem of public health significance. Mothers
should be given 200 000 1U vitamin A at delivery, or during the
next two months, thus raising concentrations in breast milk.

Children with measles in high risk areas for vitamin A
deficiency should be given large doses of vitamin A immedi-
ately on diagnosis.

Several countries have already linked immunization for
short periods with control of vitamin A deficiency, more
extensive programme experience is needed. Other recom-
mendations for immediate objectives include: using EPI clus-
ter surveys to update vitamin A supplementation coverage
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(continued)

records, production of a training module for health workers,
andl operational research to identify management and logistical
constraints of existing control strategies. Emergency and relief
situations, involving especially vulnerable populations, could
be an important focus of EPI-linked vitamin A supplementation
delivery.
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RESEARCH AND DEVELOPMENT

Research and development will constitute a major EPI
priority in the decade of the 1990’s. When the programme was
established, it was with the notion that the vaccines, supplies
and equipment and knowledge about immunization were all
already sufficient to make the programme a success. The main
emphasis was placed on the application of existing knowledge.

Even 50, research and development have been a part of the
EPI from the beginning. For it quickly became apparent that
the material and methods which had served industrialized
countries so well needed adaptation for application in devel-
oping countries. So equipment for the cold chain was im-
proved, time/temperature monitors were introduced for vac-
cines, more efficient immunization schedules were proposed
and a more appropriate policy regarding contraindications to
immunization was adopted.

The questions needing to be addressed by research and
developrment are multiplying, however. In part, this is due to
the advent of new vaccines and new technologies. But in part,
this is also due to the maturation of immunization programmes
in developing countries, a maturation which has revealed
many of the limits of our current knowledge of immunization.
In particular, guestions are being raised concerning approaches
needed to assure optimal control (and in the case of polio,
eradication) of the EPI target diseases.

. The EPI took its first steps to strengthen its research and
development capacity in 1987. At that time, funds for this
purpose were solicited and received from the Rockefeller
Foundation and from UNDP, and an EPI Research and
Development Group was established to advise on priorities
and monitor progress. The Netherlands added its support to
these activities in 1988. The EPI will focus on applied research
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{continued)

(encompassing the broad areas of biotechnology and epidemi-
ology), in contrast to and in complementarity with more basic
research work being carried out within other WHO pro-
grammes (including the WHO Vaccine Development Pro-
gramme, the Transdisease Vaccinology Programme, the Spe-
cial Programme for Research and Training in Tropical Dis-
eases, the Special Programme of Research, Development and
Research Training in Human Reproduction and the Diarrhoeal
Diseases Control Programme).
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MANAGEMENT INFORMATION
SYSTEMS

Progress has been made in developing four pieces of com-
puter software for use by EPI managers to better use the
increasing volumes of data that are coming available to them:

= two Coverage Survey Analysis Systems -- COSAS and
COSAS'TT; w

w an EPI Cold Chain analysis system -- EPIC;
m an EPI Information System -- CEI; and
a an EPI costing model -- EPICost.

These systems are not copy protected and are available for
use by country programmes on IBM or compatible computers.
This software will continue to be refined and the supporting
documentation developed.

An important aspect of the development of the EPI
Information System has been the development with UNICEF
and other agencies ade facto global standard for collecting and
sharing management information for immunization programmes.
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STERILIZATION AND SYRINGES

The 1986 recommendation of a single sterile needle and
syringe is now widely adopted as national EPI policy but is
proving hard to realize in the field, Progress has been made
during the last year which will facilitate this process, both inthe
field of reusable syringes and sterilizers, and in the field of
disposable syringes. Portable steam sterilizers are now widely
distributed within the EPI and are now available with a variety
of accessories for other areas of primary health care, Training
materials have been prepared, including a slideset on the use
of stearn sterilizers and reusable syringes.

In the field of disposable syringes, work has concentrated
onthe development of a disposable syringe modified so that it
cannot be used for more than a single dose of vaccine. This
auto-destruct syringe is being developed in parallel by nine
manufacturers who have adopted the designs of inventors
during the last year, Field trials are expected in 1989 but
production is now unlikely before early 1991 and current
estimates of cost put the syringe with a fixed needle at around
8 cents US, This compares to 3.5 cents for today’s disposable
syringe and, including sterilization, only 1.7 cents for the
highest cost per injection with resuables. In a parallel
development, a low cost sharps box which is also used to
incinerate syringes has been successfully tested in the laboratory
and will now be assessed in the field.
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Froposals for 1989 GAG Meefing

PROPOSALS FOR THE 1989 MEETING
OF THE GLOBAL ADVISORY GROUP

The 1989 meeting will be hosted by the Western Pacific
Region. Tentative dates are 16 through 20 October, to be
preceded by a meeting of the Research and Development
Group on 12 and 13 October. The exact location of the
meeting is still under discussion. At the suggestion of the
Regional EP] advisors, a meeting with them will be held on 14
October in order to be able to review and discuss issues which
will later be discussed by the Global Advisory Group.

At present, the major concerns for 1989 would seem to fall
into six main areas: increasing and sustaining immunization
coverage; improving disease surveillance; control/elimina-
tion/eradication of the target diseases, focusing on measles,
neonatal tetanus and poliomyelitis; improving the provision of
external support to national programmes, both through offi-
cial and non-governmental organizations; and research and
development. Efforts will be made to reduce the number of
presentations in order to increase discussion tirme and to
permitmore time for internal meetings of the Global Advisory
Group. Only half of the Global Advisory Group had been able
to attend this last meeting, and the hope was expressed that
more efforts would be made in the future to assure that those
who were appointed as members would actually be able to
attend meetings.
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ANNEX 3
TERMS OF REFERENCE OF THE
EPI GLOBAL ADVISORY GROUP

1. An appropriately constituted Advisory Group of outstanding consultants will be
appointed to advise WHO on its Expanded Program on Immunization. The Advisory
Group will be assisted in its work by additional consultants, sub-committees and study
panels for specific purposes as required.

2. The Advisory Group will:

(a) advise the WHO secretaries with respect to Programme priorities over the short,
medium, and long term,

(b) promote the exchange of information concerning Programme strategies and tactics
among participants functioning at country, regional and global levels, and

(¢) promote the understanding of, and support for, Programme goals among technical
and political leaders.

3. Composition of the Advisory Group:

Members of the Advisory Group will be appointed by the Director-General. It will
consist of approximately 12 members, at least one from each Region being selected from
a panel nominated by the Regional Offices. The others, selected “at large™, will provide
geographical and technical balance. Appointment will generally be for a period of one
year, with extensions arranged so as to provide for a turnover of approximately one third
of the Group year each year, Re-appointments will not normally be considered before
one year has lapsed from the previous termination date.

4. Meetings of the Advisory Group will be convened as required, but usually on an
annual basis, and a report of each meeting will be prepared and circulate appropriately.
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ANNEX 4
GLOBAL PROGRAMME DATA

Table 1
Estupated immnmization coverags with BCG, DFI, poliomyelitis, mll!ll‘l, and tebanus vacainas baswd on dets
available ad af Ocropar 1988,
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Takle 2

Eztimated annual numbor of deaths prevented from neonatal tebanus; cases and deaths pravented from
pertussis end measles; and cases prevented from polio in 25 developing countries (excluding China);
kased on data avalleble as of Octoker 1888,
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| (a) | te) 33 (8 thy |
| | Pravented|Freventad | Prevented | Prevented|Praventad | Praventod |
| Newbarns |Surviving|Neonatal |Fertussis|Pestussis|Meszlee |Measlez |Polio |
| | Infantas |Tetanus [Cases iDeaths |Caszas |Deaths  |Cases |
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Nowhorns: based on 1987 estimated population and crude bigth rates.
Surviving newborns: based on astimated number of newbornz aad infant mortality rate.
Based on mortality estimations from surveys or reports, a» vaccine cfficacy of 0.95 and immunization
coverage reported ax of July 1085, Countries without available data were arbitrarily categorisaed

inte one of 3 levels of necnatal tetanus mortality: 5, 10 ar 15 per thousand live births.

Rased on an incidence astimation of B0% of newborns in shsence of an immunization programme, a vaes

efficacy of 0.8 for 3 dosges, and immunization coverage reperted as of Qctober 1888,

Basad on mortality estimations of oma-third of measles death=, a vaccine efficacy of 0.8 for 3 doze

and immunization coveraga repeorted as of Octobaer 1988,

Bazed on an incidence estimation of 1007 surviving newborns in sbaenca of an immunization progratmms

a vaccine efficacy of 0.25 and immunizatien coverage reported as of October 1988,

Basad on arbitrary case fatality rates ranging from 2¥ to 47, a vaccine sfficacy of 0.085 and

immunization coverage reported as of Qotober 1088,

Bazed on an incidence estimatlon of 5/1000 nawborn= im abeence of an immunization programme,

n vaccine afficacy of 0.95 and immunization coverage reported as of Qetaber 1088
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Table 3
(.'
Estimated anmual number of deaths from neonatal tetanus, measles and pertussis and annual nusber af cases

of palismyelitia In developing countries {(excluding Chima), Dazed on data available as »f Oetobar 1088

|Neonatal |Measlaes(2)[Partussis(3)| Tatal |Cum.Z |Polln |Cum_ %
|Tecanus(1y] Deaths |of tazal [cases(4) jerf cazas
| cggarsy | (ooa@‘a) (oo0ra) |deaths | ¢000's) |

|25 lLargext devaloping
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|
|
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i
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The annuzal oumber of deabth= fram neonatal tatanas, measles and pertuasis, and
the annual number of cases of poliomyelitis ln developing countries (excluding China)

ware ostimated, using the immunization sovecags data in Table 1 and the follawing sasumptlons:

L) Neonatal tgtanus; Bazed on survay data or in absence of survey, necnatal taebanus

deatha zre estimated from countzies with similar socio=economie copditions,

Maasles: Lt is azsumed that tha vagcine efficaey iz 93% and that all of
unimmunized childrean will a2eeuire measles. Cowverage is assumed ta ba
Ao in countries from which data ase not avallable, :
Partussis: Lt ii axsumed that the vageine efficaey la 80T and that 89Z
of unimmunized children will acguire pertuasis. Coverage is assumed ta ba

z8co in sountplea from which data are not available,

Polio: I'nm view of narrow lLimits of wvariation of redults of poliemyalitis
supveys, and in the absence of an immuniration programme,

a flxed incidence rate &f 5 casas par 1000 newboarns is usad, A vaccine
afficacy of 351 ia uzed. Covaerage is assumoc & be 28ro in countries from

witizh data are not availabla,







